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Dr Leonard N. Girardi (New York, NY). Thank you very much
and great presentation. I have 3 questions for you.
It seems although you could not prove that hemiarch replace-
ment was any different from no arch to total arch statistically,954 The Journal of Thoracic and Cardiovascular Surgwhen you look at the raw data, the mortality risk for a hemiarch
was 21.5% versus 9.8% for your no arch replacement.
Also, when you study the report and the technique for how you
do it, you are still using circulatory arrest. You are still using
antegrade perfusion. The postoperative stroke risks are the same,
so I am not following where the difference in mortality is that
would justify just doing an open repair and limiting it to the
ascending aorta. So, is there something I am missing in the data?
Dr Siepe. Well, actually, that affects the reasons for death. We
could not find any statistical difference for the reasons for death in
the different groups. But the most common reason was multiorgan
failure, likely due to the more extensive operation in the total arch
group.
One confounding factor could be that different typesof patients are
treated in different ways. We could not find all the confounding fac-
tors, in particular, the intraoperativedecisionof the surgeon in the spe-
cific situation is difficult to put in a retrospective objective analysis.
Dr Girardi. Well, the antegrade perfusion time, however, be-
tween the no arch and the hemiarch was only 7 minutes. For the
pump times, there was a minimal difference in that as well. So
the technique itself does not seem to be the reason that the patients
had multiple organ failure, and I am still not clear as to why that is.
My second question concerns the patients who presented with
cerebral malperfusion, which constituted about 15% to 17% of
all 3 groups. Again, although the stroke rate was statistically not
different among the groups, the stroke rate in the no arch group
was 9% versus 4% or 5% for the other groups.
How did you know in the patients with cerebral malperfusion
that just doing an ascending was enough? If you go out into the
arch, you could find something that you can correct that might
make it a little bit better, so how were you able to sort that out
before you decided what to do?
Dr Siepe.Well, I think the answer to your excellent question is
not very clear from this retrospective point. Also, after total arch
replacement and involvement of the carotid arteries in the
dissection process, you cannot be sure that you have adequate
blood flow through to the brain. That is why we routinely use
monitoring tools such as near-infrared spectroscopy measurement.
That is actually the most sensitive method for detecting that there
might be a problem, but that is a weak indication I confess.
Dr Girardi. Finally, if you consider the reinterventions, the
median interval to reintervention was 1 year, and 10 of the 12 pa-
tients who underwent reintervention did so at around 1 year and
even earlier, some as soon as 2 months postoperatively. Also, if
you remove the 2 patients who underwent reintervention at 7
and 8 years, the median was probably 9 months. It seems relatively
early for reintervention, and can you just comment on what was the
reason for such early reintervention in these patients? Thank you.
Dr Siepe. Thank you for this excellent question. The reason for
this early reintervention was mainly that on the follow-up
computed tomography scan, significant disease of the downstream
aorta was highlighted. It was mainly the descending aorta.
In our routine work, we do not only treat the descending aorta
after dissection if the diameter is too large, but also if the true
lumen is very small. Thus, perhaps we can establish a better true
lumen and close the false lumen in the descending aorta. Some
patients were treated like that, which might account for the short
interval between the operation and the intervention.ery c September 2014
